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TELEHEALTH SATISFACTION QUESTIONNAIRE 2 
Abstract 
 
Telehealth services can address many barriers to traditional office-based mental health services. 
Few studies have assessed youth and caregiver perceptions of and satisfaction with trauma-
focused interventions delivered via telemental health. The current study presents data collected 
using the Telehealth Satisfaction Questionnaire (TSQ), which was developed to measure child 
and caregiver satisfaction with services, comfort with the telehealth equipment, and barriers to 
traditional office-based services. Thirteen clinicians delivered home- and school-based Trauma-
Focused Cognitive Behavioral Therapy (TF-CBT) via videoconferencing on tablets and 
computers to 60 child patients (71.7% Latinx, 18.3% Black, and 10.0% non-Hispanic White). 
Patients and caregivers completed the TSQ at treatment discharge via telephone, 
videoconferencing, or in-person interviews. There was a high level of satisfaction among patients 
and caregivers receiving TF-CBT via telemental health. Furthermore, most youth and caregivers 
felt comfortable using the telehealth equipment from the outset of therapy, and all participants 
who were not initially comfortable using the equipment reported feeling more comfortable over 
time. The most common barriers to traditional office-based services were caregiver work 
schedule (57.7%), distance to mental health clinic (55.8%), and lack of transportation (44.2%). 
Patients and caregivers expressed a preference for telemental health services if given the option 
between receiving therapy via videoconferencing versus going to an office-based clinic. Findings 
indicated telemental health treatment addressed barriers that would have otherwise prevented 
families from accessing office-based services. The Telehealth Satisfaction Questionnaire can be 
used to help clinics and providers assess patient and caregiver satisfaction with telehealth 
services in various settings. 
Keywords: telehealth, satisfaction, barriers, cognitive behavior therapy, trauma  
TELEHEALTH SATISFACTION QUESTIONNAIRE 3 
Impact Statement 
This study presents findings from the use of a new satisfaction survey that can be used by 
clinicians to assess satisfaction with telemental health services delivered via videoconferencing. 
High levels of satisfaction and comfort were demonstrated among youth and their caregivers 
who used tablets and laptops to connect to their clinicians for trauma-focused therapy. Many of 
the families in this study reported that they experienced barriers to traditional office-based 
services, which telehealth can help address. 
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Patient Perceptions of Trauma-Focused Telemental Health Services Using the Telehealth 
Satisfaction Questionnaire (TSQ) 
 Barriers to mental health services can impede many individuals from obtaining needed 
treatment for several years after the onset of a mental health disorder (Wang et al., 2007; Wang, 
Berglund, et al., 2005). Even among those who are successful at making initial contact with 
mental health professionals, treatment dropout is high in community settings (Olfson et al., 2009; 
Wang, 2007). An abundance of research indicates that racial and ethnic minority communities 
and rural populations are most affected by disparities in access to mental health care (Cabassa et 
al., 2006; McGuire & Miranda, 2008; U.S. Department of Health and Human Services, 2001; 
Wang, Lane, et al., 2005). Moreover, the underutilization of mental health services by these 
communities is compounded by the shortage of mental health providers in the workforce, as well 
as the recent worldwide COVID-19 pandemic that has limited the ability of many to obtain in-
person specialty mental health services.  
 Although the use of telehealth as a medical service delivery model is not new, there has 
been an increasing reliance on technology and mobile health applications to provide 
psychotherapy treatment. The term telemental health specifically refers to the use of live, 
interactive videoconferencing for the provision of mental and behavioral health services to 
patients located at a distance (Cain et al., 2016). Telemental health technologies have the 
potential to address several of the aforementioned barriers to care (Wangelin et al., 2016; Kruse 
et al., 2017). For example, travel time, transportation costs, and missed work can be eliminated 
or reduced because patients can be seen from a variety of remote locations (i.e., home, school, 
work). Likewise, geographic coverage of service providers and dissemination of evidence-based 
and culturally-sensitive psychotherapy is enhanced, and stigma associated with going to a mental 
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health facility is lessened. Indeed, telemental health treatment has been shown to be as effective 
as in-person care in randomized clinical trials (RCTs) for both children and adults with a range 
of presentations including posttraumatic stress disorder (PTSD; Morland et al., 2014; Strachan et 
al., 2012; Yuen et al., 2015; Ziemba et al., 2014), depression (Khatri et al., 2014; Nelson et al., 
2003), anxiety disorders (Bouchard et al., 2004; Himle et al., 2012; Stubbings et al., 2013), and 
insomnia (Holmqvist et al., 2014).  
 Regarding patient acceptability of telemental health services, a systematic review of 14 
studies indicated comparable rates of treatment satisfaction and therapeutic alliance between 
telemental health and in-person psychotherapeutic interventions (Jenkins-Guarnieri et al., 2015). 
However, the articles identified in the review focused exclusively on adults in treatment and 
RCTs have not yet examined whether youth satisfaction for telehealth is indeed comparable to 
face-to-face services. In addition, a majority of information on telemental health acceptability 
and feasibility with children and adolescents has primarily been developed in the field of 
telepsychiatry (for a review see Gloff et al., 2015). One study in youth telepsychiatry found 
parents were more satisfied with the treatment of their school-aged children compared to parents 
of adolescents (Myers et al., 2008). To our knowledge, no other studies have identified predictors 
of caregiver and youth satisfaction with telemental health. Thus, questions remain about the 
subjective satisfaction of youth and caregivers with child-focused psychotherapy interventions 
delivered via telemental health, especially for trauma-focused treatment where no research 
examining satisfaction exists.  
Regarding traditional in-person services, a handful of studies have shown children and 
caregivers involved in Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), the gold 
standard PTSD treatment for youth, are highly satisfied (Cohen et al., 2006; Lange et al., 2021; 
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Salloum et al., 2016). However, the research on satisfaction with trauma-focused interventions 
using videoconferencing is lacking and limited to case studies (Shealy et al., 2015; Stewart et al., 
2017; 2019). For example, case studies with three African American and four Hispanic families 
showed that culturally tailored TF-CBT delivered via telehealth was effective at reducing PTSD 
symptoms with high acceptability from families (Stewart et al., 2017; 2019). Although all the 
children in the case studies were seen via school-based telehealth, it is important to note that 
several caregivers were unable to attend sessions at the school due to their work schedules and 
transportation-related issues. These caregivers were loaned tablets in order to connect to 
therapists at home and stay involved in their child’s treatment.  
Caregivers are often regarded as supportive and essential players in many child 
interventions given their impact on child development and their ability to facilitate treatment 
attendance and adherence (Haine-Schlagel & Walsh, 2015). Telehealth has the potential to 
increase both youth and caregiver involvement in TF-CBT, especially for families without a 
vehicle, who live hours away, or who are unable to take time off work during clinic hours. 
Moreover, telehealth allows the therapist to connect remotely and quite literally meet the child 
wherever they are, whether that be at home, school, or their hospital bed, making treatment more 
accessible. Of note, research has shown that compared to child-only treatment, caregiver 
involvement in TF-CBT results in greater depressive and behavioral symptom improvement 
among children and improved parenting practices among caregivers (Deblinger et al., 1996).  
The telehealth modality also presents clinicians with the unique challenge of keeping 
youth engaged and attentive in treatment when no longer in the same room. Clinicians must 
adapt play-like activities and psychoeducational games to an online format that remains 
interactive and fun. Anecdotally, we have found that children under age seven have difficulty 
TELEHEALTH SATISFACTION QUESTIONNAIRE 7 
with sustained attention or appropriate use of the telehealth equipment. Clinicians using 
telehealth should consider the child’s age, externalizing behaviors, and attention when evaluating 
their ability to stay seated for a session, damage equipment, or to stay within sight of a web 
camera. Furthermore, telehealth requires a more thorough assessment of safety issues and safety 
planning when working with youth presenting with suicidal behaviors since clinicians are no 
longer able to manage real-time crises in-person. Additional considerations for telehealth include 
ensuring privacy for sessions, modeling proper use of telehealth equipment, adapting worksheets 
and handouts for digital use, and troubleshooting technical issues (for additional 
recommendations, see Dueweke et al., 2020).  
There is a clear need for further research on youth and caregiver satisfaction with child-
focused telemental health services in the wake of trauma exposure, and in particular, more 
research is needed from the perspective of ethnic minority youth. In addition to being at greater 
risk of posttraumatic stress following trauma exposure (Andrews et al., 2019),  Hispanic and 
non-Hispanic Black adolescents report higher rates of witnessing violence, loss, and 
polyvictimaztion compared to non-Hispanic White adolescents (López et al., 2017). Immigrant 
families in particular may be vulnerable to traumas during immigration which are not always 
captured by standard trauma assessments (de Arellano et al., 2018). Since 2014, the U.S. has 
experienced a surge in immigration from the Northern Triangle region of Central America by 
individuals displaced by civil unrest and fleeing community violence. This pattern of 
immigration has only been significantly reduced by the COVID-19 pandemic and associated 
border closures, but the pandemic itself has disproportionality impacted ethnic minority groups 
in the U.S. Given the current socio-political context in the U.S., trauma research with ethnic 
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minority families is greatly needed to understand their need of, access to, and satisfaction with 
trauma-focused mental health services. 
The purpose of the present study was to examine both child and caregiver perceptions of 
and satisfaction with telemental health services upon completion of TF-CBT. We also aimed to 
identify barriers to traditional office-based services. In order to do so, a new telehealth 
satisfaction measure was developed: the Telehealth Satisfaction Questionnaire (TSQ). Of note, 
we designed the TSQ so that it could be used to assess telehealth services for a variety of clinical 
presentations and service programs.  
Method 
Participants 
 Participants were 60 youth who completed a course of outpatient TF-CBT via telehealth 
and their caregivers. Youth were primarily referred to treatment through school staff, child 
advocacy centers, and self-referrals. All youth met criteria for PTSD (n = 46; 76.7%), an 
adjustment disorder (n = 8; 13.3%), or other trauma- and stressor-related disorder (n = 6; 10.0%) 
at the time of intake, according to the Diagnostic and Statistical Manual of Mental Disorders, 5th 
edition (DSM-5; American Psychiatric Association, 2013). Posttraumatic stress symptoms were 
assessed using the University of California Los Angeles PTSD Reaction Index (UCLA PTSD RI; 
Steinberg et al., 2004) or the Child PTSD Symptom Scale for DSM-5 (CPSS-5; Foa et al., 2018). 
Youth were enrolled in treatment if they were between the ages of 7 and 18 and reported 
experiencing at least one traumatic event with significant symptoms of posttraumatic stress. To 
receive telehealth services, families had to report at least one barrier to accessing office-based 
treatment (e.g., caregiver work schedule, rural location). Youth were not seen via telehealth if 
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they endorsed current significant suicidal ideation, exhibited serious externalizing behaviors that 
would endanger themselves or the telehealth equipment, or were under the age of seven.  
Telemental Health Services 
 All youth involved in the present study were seen through the Telehealth Outreach 
Program (TOP) at the Medical University of South Carolina. The TOP clinic was developed to 
deliver evidence-based trauma treatment (i.e., TF-CBT) to underserved children and adolescents 
across South Carolina and involves the use of telehealth equipment (i.e., cellular data-enabled 
tablets and laptop computers) and videoconferencing software to conduct teletherapy sessions at 
homes or schools. TF-CBT is an empirically validated, manualized treatment delivered over 12-
24 weekly sessions and includes the following components: (a) psychoeducation, (b) parenting 
skills, (c) relaxation skills, (d) affective modulation skills, (e) cognitive processing skills, (f) 
trauma narration and processing, (g) in vivo mastery of trauma reminders, (h) conjoint child-
parent sessions, and (i) enhancing safety. Efficacy for TF-CBT in reducing posttraumatic stress 
symptoms among youth ages 3-18 has been established through several RCTs across a range of 
populations and treatment settings (Cohen et al., 2017). Preliminary data from a TOP open pilot 
trial suggest it is effective when delivered via telehealth (Stewart et al., 2020). Youth in the 
present study experienced clinically meaningful declines in PTSD symptoms from pre- to post-
treatment, with large effect sizes for both child- and caregiver-reported symptom reduction 
(Cohen’s d for child-reported PTSD symptoms via UCLA PTSD RI = 2.11; Cohen’s d for child-
reported PTSD symptoms via CPSS-5 = 1.02; Cohen’s d for caregiver-reported PTSD symptoms 
via UCLA PTSD RI = 1.52; Cohen’s d for caregiver-reported PTSD symptoms via CPSS-5 = 
1.01). 
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When caregivers are involved in TF-CBT, therapists begin with weekly individual 
sessions with the child and then hold a session afterwards with the caregiver in a parallel review 
of the same treatment component. Conjoint sessions do not begin until the last phase of treatment 
when children share a trauma narrative with the caregiver. Up until then, individual sessions with 
the caregiver focus on building effective parenting skills, coping with and processing their own 
reactions to the trauma, and preparing them to listen to the trauma narrative in the conjoint 
sessions. Total session time split between the child and caregiver can last between 45-90 
minutes. 
 Treatment was provided by one bilingual (English-Spanish) licensed clinical 
psychologist, four bilingual (English-Spanish) postdoctoral fellows with PhDs in clinical 
psychology, and eight predoctoral clinical psychology interns (one bilingual English-Spanish 
speaker and seven monolingual English speakers). One Spanish-speaking patient received 
services through use of an interpreter, who was included in sessions via a three-way 
videoconference call. Therapists were all trained in TF-CBT and received weekly clinical 
supervision from a licensed clinical psychologist.  
 Intake procedures included a semi-structured clinical interview conducted separately with 
the youth and caregiver, as well as the completion of self-report questionnaires. The initial intake 
evaluation was conducted in person or via telehealth for those families who lived more than 30 
minutes away from the trauma clinic. In most cases, the intake clinician was also the treating 
provider depending on patient needs and clinician availability. Prior to treatment, clinicians 
visited schools and families in person to demonstrate proper use of telehealth equipment, assist 
with setting up the videoconferencing software, and test internet connections to ensure sufficient 
bandwidth. In addition, clinicians reviewed ideal expectations for the physical environment in 
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which treatment should occur (i.e., quiet and private space, minimization of distractions) and 
developed a safety protocol with caregivers or school staff to take action if the child were to 
express suicidal ideation or leave the view of the webcam (see Stewart et al., 2020 for additional 
details). During treatment, clinicians frequently used the videoconferencing software’s screen 
sharing function to complete interactive worksheets and games and keep youth actively engaged 
(Dueweke et al., 2020). 
Measure Development 
 Data on satisfaction were collected using the TSQ, a new measure developed by the 
authors (see Appendix A and B). The TSQ was developed through a review of published 
instruments and includes adapted items from the following satisfaction questionnaires: the 
Service Satisfaction Questionnaire (Kopel et al., 2001), the Mobile Telehealth (mTH) Patient 
Satisfaction Questionnaire (Whealin et al., 2017), and the Satisfaction with Teledermatology 
Questionnaire (Hicks et al., 2003). Additional questions were added to further assess perceptions 
of cultural sensitivity of the clinician, concerns about privacy, change in comfort using the 
telehealth equipment over time, and barriers to traditional office-based services. The measure is 
available in English and Spanish1 and can be delivered as an interview in-person, via telehealth, 
or over the phone with patients and caregivers. 
Child and caregiver report versions of the TSQ were created with modifications made to 
facilitate responses from children (i.e., response options were reduced and wording of some 
items was simplified). The child report measure (for children  11 years old) includes a total of 
17 items. Thirteen items use a 4-point Likert scale ranging from 1 (Disagree A Lot) to 4 (Agree A 
Lot) to indicate agreement with statements about satisfaction, ease of use, alliance, and 
 
1 The Spanish version of the TSQ is available from the authors upon request. 
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preference for telehealth over in-person treatment. Cronbach’s alpha for these 13 items was 0.80 
in the present sample, which is indicative of good internal consistency. An additional “Yes/No” 
item regarding comfort using telehealth equipment at the time of the first visit is included. If 
youth indicate they were not comfortable with using telehealth equipment at the initiation of 
treatment, a series of follow-up questions ask what their concerns were, whether their comfort 
increased over time, and what changed to make them more comfortable. Lastly, youth are asked 
three open-ended qualitative items about what they liked about the telehealth program, 
recommendations for improvement, and any additional feedback. 
The TSQ caregiver report measure (administered to all caregivers, regardless of the 
child’s age) contains a total of 22 items to be completed by a caregiver involved in the child’s 
treatment (i.e., who met with the child’s clinician for caregiver and/or family sessions). Much 
like the child report version, the caregiver report measure contains 16 items that utilize a 5-point 
Likert scale ranging from 1 (Strongly Disagree) to 5 (Strongly Agree), questions regarding 
comfort using telehealth equipment at the initiation of treatment and over time, and open-ended 
items at the end of the measure to provide feedback. The caregiver report measure also includes 
a checklist of barriers which may have prevented the child from being seen in a traditional 
office-based setting. Caregivers also report their distance (in miles and/or minutes) from the 
nearest office-based mental health service. The 16 Likert scale items of the TSQ caregiver report 
measure demonstrated good internal consistency in this sample (Cronbach’s alpha = 0.89). 
Procedure 
 Data for the present study were collected over a 43-month period between November 
2017 and May 2021. The TSQ interview was conducted after post-treatment measures were 
completed by patients and caregivers as part of standard clinical operations. The TSQ was 
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administered to caregivers whenever possible, though some youth complete treatment without 
the involvement of a caregiver and the TSQ was not given to caregivers in these instances. 
Importantly, the TSQ was administered as an interview conducted by someone other than the 
treating provider (i.e., staff member or another clinician). TSQ interviews were conducted over 
the phone, via videoconferencing, or in-person, and took between 5 and 15 minutes to complete. 
To extract data for the present study, we used closed chart review of patients who received 
services through the TOP clinic (which received Institutional Review Board approval). 
Results 
Demographics 
Child participants ranged in age from 7-18 years (M = 12.95, SD = 3.22) and were 
primarily female (n = 42, 70.0%). Almost 72% (n = 43) of the child participants identified as 
Latinx, while 18.3% (n = 11) identified as Black and 10.0% (n = 6) identified as non-Latinx 
White. Roughly 63% of the youth spoke English as their primary language, while 36.7% spoke 
Spanish as their primary language. Seventy percent of the caregivers spoke Spanish as their 
primary language, while 30.0% spoke English as their primary language. Caregivers 
participating in treatment were mostly mothers (n = 41; 80.4%), followed by fathers (n = 4; 
7.8%), foster parents (n = 3; 5.9%), aunts (n = 2; 3.9%), and one grandmother (n = 1; 2.0%). 
Children received services at their home (n = 28; 46.7%), school (n = 10; 16.7%), or both (n = 
22; 36.7%) using cellular data-enabled tablets (n = 38; 63.3%) and laptop computers (n = 38; 
63.3%). Children attended an average of 17.18 therapy sessions (SD = 6.13, range 6-45) and 
caregivers attended an average of 9.92 sessions (SD = 5.99, range 0-28). Of the 60 families 
surveyed in the present study, 35 completed both a child and caregiver report version of the TSQ, 
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16 completed only a caregiver report because the child was under the age of 11, and 9 completed 
only a child report because there was no caregiver involved in treatment.  
Satisfaction with Telehealth Services and Comfort Using Telehealth Equipment 
 Child patients reported being highly satisfied with telehealth services (M = 3.84, SD = 
0.23), as did their caregivers (M = 4.70, SD = 0.35). Satisfaction ratings were high in general—
around 98% of all the responses to items on both the child and caregiver report versions of the 
TSQ were either “Agree/Agree a little” or “Strongly agree/Agree a lot.” Tables 1 and 2 
summarize satisfaction ratings for children and caregivers, respectively.  
Satisfaction ratings did not differ by patient gender, ethnicity, or language. While TSQ 
child report scores were uncorrelated with patient age (r = .05), there was a significant negative 
correlation between TSQ caregiver report scores and patient age (r = -.29). Satisfaction ratings 
did not differ based on location of services, nor were they significantly associated with PSTD 
symptom change. Finally, satisfaction ratings were uncorrelated with the number of barriers 
reported or distance from the nearest mental health clinic. 
Of note, all child and caregiver participants reported they felt comfortable interacting 
with their therapist using the telehealth equipment, had the same level of connection via 
telehealth as they did for in-person visits, and felt the therapist cared about the child and 
respected their family’s values and beliefs. Ninety-three percent of youth and 100% of caregivers 
indicated telehealth visits were just as good as seeing therapists in-person. Almost all caregivers 
(98.0%) and youth (95.5%) indicated they would use telehealth if in need of services again and a 
similar proportion (96.1% of caregivers and 95.5% of youth) preferred to use telehealth services 
rather than travel to our clinic to see a provider in person. In terms of quality of care, 98.0% of 
caregivers indicated they agreed or strongly agreed that their child received high quality 
TELEHEALTH SATISFACTION QUESTIONNAIRE 15 
telehealth services through the TOP clinic. Regarding increasing access to care, 84.3% of 
caregivers indicated that their child was only able to attend therapy sessions because they were 
offered via telehealth. 
All youth indicated that the telehealth equipment was easy to use compared to 94.0% of 
caregivers. Additionally, 84.1% of youth and 88.0% of caregivers felt comfortable using the 
telehealth equipment from the outset of therapy, and all participants who were not initially 
comfortable using the equipment reported feeling more comfortable with the equipment over 
time. None of the participants reported concerns about privacy during telehealth sessions. 
Barriers to Office-Based Services 
Over 82% of families experienced barriers that would have prevented them from seeing a 
clinician face-to-face in office-based care. The most commonly reported barriers included 
caregiver work schedule (57.7%), distance to an office-based mental health clinic (55.8%), lack 
of transportation (44.2%), and not being sure where to go or what services were available nearby 
(36.5%). Other barriers included the need for childcare (34.6%), cost of services (34.6%), lack of 
insurance (34.6%), and concern about stigma (17.3%). Caregivers reported that they would have 
had to travel between 5 and 89 miles (M = 27.67, SD = 27.39) and between 15 and 90 minutes 
(M = 36.64, SD = 21.89) to get to the closest office-based mental health services. 
Qualitative Responses 
 Child and caregiver responses to open-ended questions also demonstrated high levels of 
satisfaction with the telehealth services. For example, in response to the question, “What was the 
best part about the telehealth therapy?”, one youth said, “That we didn’t have to go downtown. 
The therapist was really supportive even though you aren’t seeing them face-to-face.” Similarly, 
one caregiver said, “That my daughter received treatment in the comfort of her own home, it was 
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very private, a safe space for her.” When asked if they had any additional comments about the 
telehealth program, one caregiver said, “My children liked doing therapy on the tablet better than 
in person. When they had to go to the clinic, they said it was boring to travel there. The therapist 
worked very well with them.”  
Discussion 
 While patient satisfaction with telehealth services has been evaluated in some domains 
(e.g., telemedicine, telepsychiatry), fewer studies have obtained patient perspectives about 
telemental health services for trauma, and to our knowledge only one has solicited the subjective 
perceptions of both children and caregivers in TF-CBT (Lange et al., 2021). Results of the 
present study demonstrated high satisfaction ratings from children and caregivers receiving 
trauma-focused telemental health services. Consistent with previous research in telepsychiatry, 
caregivers of older youth were slightly less satisfied with services than caregivers of younger 
children (i.e., Myers et al., 2008). It is possible that caregivers of older youth expected more 
transparency regarding disclosures made during their teen’s one-on-one sessions with the 
clinician or were expecting more comprehensive services than the trauma clinic could provide. 
The majority of both children and caregivers reported they preferred using telehealth services 
over coming to a clinic for in-person services. By assessing identified barriers to office-based 
services and inquiring about the family’s distance to traditional mental health services, we 
confirmed the need for telehealth services exists not only for those living in rural areas hours 
away, but also for those who lived only minutes away in urban underserved areas near our clinic. 
Similarly, lack of transportation and distance to a mental health clinic were some of the most 
commonly reported barriers to office-based services, suggesting that the majority of families 
would not have been able to attend sessions if services were office-based.  
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Furthermore, families indicated they were still able to build rapport with clinicians and 
felt comfortable interacting with them via videoconferencing. The ability to maintain a strong 
therapeutic alliance is especially important when conducting trauma-focused treatment given the 
need to help families process and discuss oftentimes sensitive, violent, and extremely stressful 
events during therapy sessions. In addition, clinicians facilitate gradual exposure over the course 
of TF-CBT and rely on patient verbal and non-verbal cues of distress to proceed with 
increasingly trauma-specific content. It appears the clinicians were successful at navigating these 
challenging tasks via telehealth. In addition, all children and caregivers reported feeling as 
connected to their clinicians as if they were seeing them in-person and agreed that their 
information was kept private during sessions. Ultimately, it appears rapport was not significantly 
hindered by the use of telehealth from the perspective of children and caregivers. Future studies 
can confirm this by directly measuring therapeutic alliance and assessing its relation to telehealth 
satisfaction scores for youth treatments. Moreover, RCTs are needed to establish that youth 
telehealth satisfaction ratings are comparable to face-to-face treatment. 
This study is not without limitations. The psychometric properties of the TSQ have yet to 
be established and require continued data collection for proper analyses given our small sample 
size. Additionally, children and caregivers were not asked about their perceptions of telehealth 
before they initiated treatment. Relatedly, those who dropped out prematurely from treatment did 
not complete satisfaction surveys. However, Lange et al. (2021) found parental satisfaction was 
higher for treatment completers than non-completers for in-person TF-CBT. Future studies 
should also conduct completer analyses for youth satisfaction ratings of TF-CBT via telehealth. 
Our telehealth program’s attrition rate of 11.4% (Stewart et al., 2020), which is lower than many 
in-person treatment studies for TF-CBT (Wamser-Nanney & Steinzor, 2016), could be a sign of 
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satisfaction with services. Determining caregiver level of comfort with and experience using 
technology at the beginning of treatment would allow clinicians to adapt their approach and 
enlist the help of the youth or other family member/school staff to assist those who did not feel 
confident in their ability to initiate therapy sessions with the laptop or tablet. Having some 
measure pre-post would help determine actual change in level of comfort rather than relying on 
recall. Lastly, we had relatively few child-caregiver pairs and, overall, little variability in 
responses to determine possible group differences based on patient demographic characteristics 
and symptom improvement. Although we found no relation between telehealth satisfaction and 
symptom improvement for TF-CBT, future studies should replicate this analysis with larger 
samples. Lack of variability may also be due to the mode of administration. One might expect an 
interview with a clinic staff member to elicit more positive responses compared to a 
questionnaire that families complete on their own. Alternatively, written questionnaires would 
not be preferable for clients with low literacy. Thus, the results of this study should be 
considered with measurement biases in mind since timing, positive framing of items, and mode 
of administration can impact satisfaction survey responses (Saldivar et al., 2019).  
To ensure completion of the TSQ, we recommend administering it at the time of the last 
session. We found this method increased the percentage of responses in comparison to contacting 
children and caregivers at a later time to complete the survey. This recommendation also aligns 
with previous research that found patient response rates are lower and satisfaction scores are 
poorer the more time has passed since treatment discharge (Bjertnaes, 2012). Lower response 
rates and unstable responses to satisfaction surveys over time also have broader implications for 
clinics engaged in program evaluation/quality improvement efforts to fund and expand telehealth 
services. Future studies should further evaluate the utility and validity of the TSQ to examine the 
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acceptability of a telehealth service delivery modality for trauma treatment for youth. It will be 
important to examine differences in the level of comfort utilizing telehealth equipment among 
child and caregiver dyads as this may have a direct impact on whether telehealth sessions are 
successful and patients remain engaged in services. Potential differences in perceptions of 
telehealth among different racial and ethnic minority groups will need to be explored, as well as 
variability in perceptions by age and socioeconomic status of patients and their caregivers. 
Intersectionality should also be considered, as multiple oppressed identities can compound the 
negative effects of discrimination and increase barriers to treatment. For example, a youth who 
identifies as Latinx, undocumented, Spanish-speaking, transgender, and living in rural South 
Carolina can experience harassment and physical violence due to their immigrant and legal 
status, language, culture, and sexual identity. This youth may also face challenges accessing 
services and have a mistrust of professional service systems due to these same identities and their 
geographical location.  
Furthermore, it will be important to examine ways in which telehealth technology 
decreases barriers in access to mental health care and reduces long-term costs associated with 
untreated mental health conditions. These data will be crucial in advocating for parity in payment 
on behalf of insurance companies for mental health services delivered via telehealth. Assessing 
patient satisfaction can provide clinicians with evidence to determine whether telehealth is a 
viable alternative to reduce barriers in access to care for their patients, especially during public 
health crises that restrict in-person visits. For example, since the start of the COVID-19 
pandemic many clinicians have transitioned to the use of telemental health to continue seeing 
their patients and to address the needs of underserved populations disproportionately impacted 
by the virus. For clinics seeking to improve the quality of their service provision, administering 
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satisfaction surveys that are both quantitative and qualitative in nature can provide much needed 
insight, especially from youth who are often considered advanced in their ability to use 
technology. In our experience, we have found that the use of telehealth for psychotherapy is 
distinct from their daily use of social media, texting, and video chats, and requires orientation to 
therapy etiquette. Finally, the TSQ was designed to be used broadly as individual items do not 
refer specifically to trauma-focused services or particular settings for treatment (school, clinic, 
inpatient, primary care, etc.). Moreover, the TSQ demonstrated good internal consistency for 
child and caregiver versions and is available in English and Spanish. Although it is administered 
as an interview, it can be completed in as little as five minutes by individuals with at least a 7th-
grade reading level. Future studies should consider its use for assessing satisfaction with and 
acceptability of other telemental health treatments for additional populations not explored in the 
present study.  
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Table 1 
Telehealth Satisfaction Questionnaire Results – Child Report 
Question 
Number of respondents by Likert scale score Percentage of 
respondents 
giving ratings 













I liked the telehealth therapy using the computer / tablet. 0 1 7 36 97.7% 
I was comfortable interacting with my therapist on the computer / 
tablet. 
0 0 4 40 100.0% 
My therapist cared about me as a person. 0 0 2 42 100.0% 
I felt as connected to my therapist as I would if therapy had been 
face-to-face (in person). 
0 0 12 32 100.0% 
I felt that my therapist respected my values and beliefs. 0 0 3 41 100.0% 
I felt my information was kept private during telehealth sessions. 0 0 6 38 100.0% 
It was convenient to have my appointments at school or home. 0 1 5 38 97.7% 
The telehealth equipment was easy to use. 0 0 6 38 100.0% 
Receiving therapy with telehealth helped me to feel better. 0 1 3 40 97.7% 
I think telehealth is as good as seeing a therapist in person. 1 2 4 37 93.2% 
If I needed therapy again, I would use telehealth. 0 2 2 40 95.5% 
I would recommend telehealth to family or friends who need 
therapy. 
0 1 6 37 97.7% 
I would rather use telehealth therapy than travel to [clinic name]. 0 2 6 36 95.5% 
Total number of responses in each category 1 10 66 495  
Proportion of total responses (%) < 0.1% 1.7% 11.5% 86.5% 98.1% 
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Table 2 
Telehealth Satisfaction Questionnaire Results – Caregiver Report 
Question 

















My child received high quality services through the 
telehealth program. 
0 0 1 14 36 98.0% 
I was satisfied with the telehealth services my child received. 0 0 0 12 39 100.0% 
I was comfortable interacting with the therapist on the 
computer / tablet. 
0 0 0 12 38 100.0% 
My child was comfortable interacting with the therapist on 
the computer / tablet. 
0 0 0 18 33 100.0% 
The therapist cared about my child as a person. 0 0 0 11 40 100.0% 
I had the same level of connection with the therapist as I do 
in face-to-face appointments. 
0 0 0 9 41 100.0% 
I felt that my child’s therapist respected my family’s values 
and beliefs. 
0 0 0 12 39 100.0% 
I felt my information was kept private during telehealth 
sessions. 
0 0 0 9 41 100.0% 
It was convenient for my child to be seen for appointments at 
school or home. 
0 0 0 18 33 100.0% 
The telehealth equipment was easy to use. 0 0 3 10 37 94.0% 
Telehealth improved my child’s mental health. 0 0 2 11 38 96.1% 
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Question 

















I think telehealth is as good as regular in-person mental 
health visits. 
0 0 0 15 36 100.0% 
If my child needed mental health services again, I would use 
telehealth. 
0 1 0 9 40 98.0% 
I would recommend telehealth to family or friends who need 
mental health services. 
0 0 0 11 40 100.0% 
I would rather my child use telehealth services to see their 
provider than travel to [clinic name]. 
1 1 0 11 38 96.1% 
My child was only able to attend mental health appointments 
because they were offered via telehealth. 
3 3 2 15 28 84.3% 
Total number of responses in each category  4 5 8 197 597  
Proportion of total responses (%) < 0.1% < 0.1% 0.1% 24.3% 73.6% 97.9% 
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Appendix A 
Date completed: ___________________ 
Time completed: ___________________ 
Survey administered by: ___________________________________ 
 
Telehealth Satisfaction Questionnaire 
Parent/Caregiver Report 
 
Authors: Regan W. Stewart, Bianca T. Villalobos, Rosaura Orengo-Aguayo 
Medical University of South Carolina 
 
Patient’s Name:  ____________________________________________________ 
Caregiver’s Name:  ____________________________________________________ 
Phone Number:  _________________________ 
Clinician Name:  ____________________________________________________ 
Telehealth equipment used (check all that apply):   Tablet Computer 
Location of Services (check all that apply):   Home   School  
 Primary Care  Other: _______________ 
 
Hello, my name is (your name) and I am calling from (clinic/program) to follow up about the 
mental health services that your child received through our telehealth program. Your child 
worked with (therapist name) at (locations of services). By participating in this survey, you can 
help us improve the program for others. We are interested in your honest opinions, whether they 
are positive or negative. We also welcome your comments and suggestions. Would you be 
willing to answer a few questions? It will only take about 5 minutes (wait for a response here). 
Thank you very much; we really appreciate your help. For most of the questions, I will read the 
question and give you several responses to choose from. You are going to tell me how much you 
agree with the sentence I read.  
 
1. My child received high quality services through the telehealth program. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
2. I was satisfied with the telehealth services my child received. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
3. I was comfortable interacting with the therapist on the computer/tablet. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
4. My child was comfortable interacting with the therapist on the computer/tablet. 
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 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
5. The therapist cared about my child as a person. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
6. I had the same level of connection with the therapist as I do in face-to-face appointments. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
7. I felt that my child’s therapist respected my family’s values and beliefs. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
8. I felt my information was kept private during telehealth sessions. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
9. It was convenient for my child to be seen for appointments at school or home. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
10. The telehealth equipment was easy to use. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
11. Telehealth improved my child’s mental health. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
12. I think telehealth is as good as regular in-person mental health visits. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
13. If my child needed mental health services again, I would use telehealth. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
14. I would recommend telehealth to family or friends who need mental health services. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
15. I would rather my child use telehealth services to see their provider than travel to MUSC. 
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
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16. My child was only able to attend mental health appointments because they were offered via 
telehealth.  
 Strongly Agree   Agree  Neutral  Disagree  Strongly Disagree 
17. Did you experience barriers that prevented your child from seeing a clinician face-to-face in 
an office (for example, difficulty with transportation, distance to services, work schedule, 
need for childcare)? 
 NO → Go to question #18. 
 YES → Follow-up with statement below: 
There are many reasons why people are unable to get mental health services in person 
and that might have caused you to use telehealth services instead of going to an 
office. I’m going to read each one. Tell me if any of these was a barrier to your child 
seeing a clinician face-to-face in an office (check all that apply). 
 Lack of transportation 
 Need for childcare 
 Work schedule/requesting time off work 
 No insurance 
 Cost of services 
 Distance to mental health services clinic 
 Didn’t know where to go or what was available where I live 
 Being concerned about what others would think about seeking services 
 Other: _________________________________________________________ 
18. If your child had to go to an office for the same types of services that they received through 
telehealth, how many miles (or minutes) would you have to drive to get to the closest office-
based mental health services?   
_________ miles / _________ minutes 
19. Were you comfortable using telehealth services at the time of the first visit? 
 YES → Go to question #20. 
 NO → Follow-up with questions #a and #b below: 
a. What were your concerns? 
_____________________________________________________________________
_____________________________________________________________________ 
b. Did you become more comfortable over time?  
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 NO → Go to question #20. 
 YES → Follow-up with the question #c below: 
c. What changed? 
_____________________________________________________________________
_____________________________________________________________________ 















Thank you for helping us evaluate the services that this program provides. It will greatly assist us 
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Appendix B 
Date completed: ___________________ 
Time completed: ___________________ 
Survey administered by: ___________________________________ 
 
Telehealth Satisfaction Questionnaire  
Child Report (for children ages 11+)  
 
Authors: Regan W. Stewart, Bianca T. Villalobos, Rosaura Orengo-Aguayo 
Medical University of South Carolina 
 
Patient’s Name:  ______________________________ 
Caregiver’s Name:  ______________________________ 
Phone Number:  ______________________________ 
Clinician Name:  ______________________________ 
Telehealth equipment used (check all that apply):   Tablet Computer 
Location of Services (check all that apply):   Home   School  
       Primary Care  Other: _______________ 
 
Hi, (patient name). This is (your name) from (clinic/program name). I just talked with your 
(mom/dad/etc.) about therapy that you did with (therapist name) through the computer or tablet 
at (location of services). I’d like to ask you a few questions about what you thought about the 
telehealth therapy. Would you be willing to answer a few questions? It will only take a few 
minutes (wait for a response here). Thanks so much; we really appreciate your help. For most of 
the questions, I will read the question and give you several responses to choose from. You are 
going to tell me how much you agree with the sentence I read.  
 
1. I liked the telehealth therapy using the computer/tablet. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
2. I was comfortable interacting with my therapist on the computer/tablet. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
3. My therapist cared about me as a person. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
4. I felt as connected to my therapist as I would if therapy had been face-to-face (in person). 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
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5. I felt that my therapist respected my values and beliefs. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
6. I felt my information was kept private during telehealth sessions. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
7. It was convenient to have my appointments at school or home. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
8. The telehealth equipment was easy to use. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
9. Receiving therapy with telehealth helped me to feel better.  
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
10. I think telehealth is as good as seeing a therapist in person. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
11. If I needed therapy again, I would use telehealth. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
12. I would recommend telehealth to family or friends who need therapy. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
13. I would rather use telehealth therapy than travel to MUSC. 
 Agree a lot  Agree a little  Disagree a little  Disagree a lot 
14. Were you comfortable using the computer/tablet from the beginning of therapy? 
 YES → Go to question #15. 
 NO → Follow-up with questions #a and #b: 
d. What were your concerns? 
_____________________________________________________________________
_____________________________________________________________________ 
e. Did you get more comfortable over time?  
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 NO → Go to question #15. 
 YES → Follow-up with question #c below: 
f. What changed? 
_____________________________________________________________________
_____________________________________________________________________ 
















Thank you for answering these questions. Your answers will help us in making our program 
better.  
 
